
ANNUAL REPORT 
CHECKLIST 

for 
FISCAL YEAR ENDED: 

___________ 
 
PROVIDER: ___________________________________________________________ 
 
FACILITY(IES): ________________________________________________________ 
 
______________________________________________________________________ 
 
CONTACT PERSON: ____________________________________________________ 
 
TELEPHONE NO.: (_____) _______________________________________________ 
                        
             

 

Your complete annual report must consist of 2 copies of all of the following: 
 
 This cover sheet. 

 
 Annual Provider Fee in the amount of: $_________________ 

 
  If applicable, late fee in the amount of:  $___________ 
 
 Certification by the provider’s chief executive officer that: 

 The reports are correct to the best of his/her knowledge. 
   Each continuing care contract form in use or offered to new residents 

      has been approved by the Department. 
 The provider is maintaining the required liquid reserve and refund 

     reserve, if applicable. 
 

  Evidence of the provider’s fidelity bond. 
 
 The provider’s audited financial statements, with an accompanying certified 

 public accountant’s opinion thereon. 
 
 The provider’s audited reserve reports (prepared on Department forms), with  

 an accompanying certified public accountant’s opinion thereon. 
 
 The provider’s “Continuing Care Retirement Community Disclosure 

 Statement” for each community. 


